
MEDICAL HISTORY UPDATE 

PATIENT NAME:__________________________________________________ DOB:______________________________ 

ADDRESS:_____________________________________________ CITY:________________________ ZIP:____________ 

PHONE:_____________________ ALT PHONE:_____________________EMAIL:_________________________________ 

PRIMARY INSURANCE:___________________________________SECONDARY:_________________________________ 

MEDICAL CONDITIONS:______________________________________________________________________________ 

_________________________________________________________________________________________________ 

SURGERIES:_______________________________________________________________________________________ 

MEDICATIONS:_____________________________________________________________________________________ 

_________________________________________________________________________________________________ 

ALLERGIES:________________________________________________________________________________________ 

PHARMACY:________________________________ STREET:________________________________ZIP:_____________ 

EMERGENCY CONTACT:____________________PHONE:_________________RELATIONSHIP:_____________________ 

PRIMARY CARE DR:_____________________________________OPTOMETRIST:_______________________________ 

SMOKE:______YES ______NO   PACKS PER DAY:______   QUIT:______YES  WHEN:_____________________________ 

DRINK ALCOHOL:______YES______NO               HOW OFTEN:_______________________________________________ 

ETHNICITY:  _____Hispanic or Latino    _____Not Hispanic or Latino    ______Unknown    _____Declined to Specify 

RACE:  ______American Indian or Alaska Native     ______Asian     _____Black or African American 

______Native Hawaiian or Other Pacific Islander    ______White    ______Other    ______Declined to Specify 

 

I hereby authorize my doctor to release to the Social Security Administration or insurance carriers any medical or 

other information needed for all services I receive.  I request all insurance payments be made directly to my doctor.   

I understand that if my insurance does not pay within 45 days, or decides that the service is “non-covered”, a bill will 

be sent directly to me.  I further understand that I am responsible for any deductibles, co-insurance, and refraction 

fees at the time of service. 

 

 

SIGNATURE                                                                                                                                 DATE 

 

I also understand that, if at any time, I change my insurance coverage to a managed care plan (i.e. Secure Horizons) 

or change my primary care physician, I am responsible for notifying your office of such a change.  If I fail to notify 

your office of such changes, or fail to obtain a valid referral prior to my visit, and I decide to be seen by Nethery Eye 

Associates, I understand that my services will be considered out of network and I will be solely responsible for the 

charges incurred.  

 

 

SIGNATURE                                                                                                                                DATE 



NOTICE of PRIVACY PRACTICES 

 

I have reviewed this office’s Notice of Privacy Practices, which explains how my medical information will be used and 

disclosed.  I understand that I am entitled to receive a copy of this document. 

 

 

 

Signature of Patient or Guardian                                                                             Date 

 

 

Print Name                                                                                                                   Relationship 

 

 

Please list the names of the persons you authorize Nethery Eye Associates to communicate with regarding your 

medical care. 

 

 

 

Name                                                                                                                             Relationship 

 

 

Name                                                                                                                             Relationship 

 

 

Name                                                                                                                             Relationship 

 

 

Name                                                                                                                             Relationship 

 


